and three patients had a major limb amputation. No major adverse events occurred in group 2. Thirty-day patency rate was 100% in the hybrid group and 88% in the endovascular group. During a follow-up of 12 months, primary patency rate was 66.7% (log-rank, 1.38; P ¼ not significant) in the endovascular group and 80% in the hybrid group.
Objectives: Patients with peripheral arterial disease undergoing major lower extremity amputation are at risk of inadequate postoperative stump healing leading to readmission and reoperation. We hypothesized that in addition to the American College of Surgeons National Safety Quality Improvement Program (ACS NSQIP) Surgical Risk Calculator, intraoperative noninvasive laser-assisted fluorescence angiography (LAFA), can help identify patients who are at higher risk of developing postoperative complications.
Methods: Over an 8-month period, we evaluated patients who underwent a below-or above-knee lower extremity amputation. Estimated and actual ACS NSQIP 30-day risk of postoperative complications was evaluated for all patients over a 4-week follow-up period using a twoway analysis of variance. A modified Society for Vascular Surgery Wound, Ischemia, and foot Infection (WIfI) scoring algorithm was used to evaluate the relationship between stump LAFA perfusion and healing using a Spearman correlation analysis (Table) .
Results: Eleven patients were identified during the study period as having significantly higher than average ACS NSQIP risk of perioperative complications, including risk of serious complication (29.9% 6 4.72%; P < .001), any complication (35.3% 6 6.93%; P < .001) readmission (22.9% 6 2.86%; P < .001), death (14.6% 6 4.52%; P < .001), and discharge to nursing facility (92.7% 6 1.33%; P < .001; Fig) . Our results demonstrated lower serious complication rates of 9% (1/11), and 18% for any complication (2/11) within 30 days. Readmission rates within 30 days following amputation and LAFA were 18% (2/11), with 91% (10/11) discharged to a nursing facility. Ultimately, only one patient (1/11) required some sort of reoperative intervention after LAFA. There were no deaths during the study period. Using LAFA, areas in amputation stumps with poor perfusion along the suture line were more likely to develop inadequate healing, especially with respect to the eschar formation (r ¼ 0.87; P ¼ .02) and wound score (granulation tissue character) (r ¼ 0.81; P ¼ .05). There was no significant correlation between poor perfusion and infection (r ¼ 0.64; P ¼ .1). Amputation stumps with higher WIfI scores were indicative of inadequate would healing.
Conclusions: Major lower extremity amputation in "high-risk" patients is associated with increased perioperative complications. Use of intraoperative LAFA, and a modified WIfI scoring algorithm that incorporates realtime perfusion variables, can help with early identification of patients who are at increased risk of stump-related complications. However, in our study early identification of these complications may have yielded higher readmission rates. Objectives: Although renal artery aneurysms (RAA) are uncommon, several large reports have been published indicating their benign natural history. The objective of our study was to review our own single-center experience managing this disease entity.
Methods: A retrospective review of the Yale radiology database from January 1999 to December 2016 was performed. Only patients with RAA and a computed tomography (CT) scan of the abdomen were selected for review. Patient demographics, aneurysm characteristics, management, postoperative complications, and follow-up data were collected.
Results: We identified 241 patients (147 females [61%]) with 259 RAAs. Mean age was 69 years (range, 35-100 years). RAA was as an incidental finding 236 patients (98%). On CT, aneurysms were solitary in 224 (86%) and right sided in 159 (61%), and 64 patients (27%) had aneurysms elsewhere. The breakdown of RAA by location was as follows: renal bifurcation in 84 (32%), renal pelvis in 77 (30%), distal renal artery in 58 (22%), midrenal artery in 34 (13%), and proximal renal artery in 6 (2%). Only five patients were symptomatic and underwent operative repair (OR); all others were monitored with CT without an operation (NOR). Symptoms included flank pain in four and uncontrolled hypertension in one. The mean overall diameter of the RAAs was 1.22 6 0.49 cm. The diameter of OR and NOR was 1.84 6 0.55 cm and 1.21 6 0.48 cm, respectively (P ¼ .002). OR included four coil embolizations and one open resection. There were no renal function changes in any of these patients after the operation and no other complications. Mean follow-up was 41 6 35 months for patients in the NOR group; 18 of these RAAs were >2 cm, and none ruptured. On multivariate regression analysis, female gender (P ¼ .0001), smoking history (P ¼ .00007), the presence of RAA calcification (P ¼ .05), left-sided RAA (P ¼ .03), and main renal artery location (P ¼ .03) were inversely related to growth, whereas a 
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